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PREFACE 

From the 1995 Edition of the Manual 
 

The nursing home reform law of OBRA ’87 provided an opportunity to ensure good clinical practice 
by creating a regulatory framework that recognized the importance of comprehensive assessment as 
the foundation for planning and delivering care to this country’s nursing home residents.  The 
Resident Assessment Instrument (RAI) requirements can be viewed as empowering to clinicians in 
that they provide regulatory support for good clinical practice.  The RAI is simply a standardized, 
new approach for doing what clinicians have always been doing, or should have been doing, related 
to assessing, planning and providing individualized care.  CMS’s efforts in developing the RAI and 
associated policies, therefore, have always been centered on the premise “What is the right thing to 
do in terms of good clinical practice, and for all nursing home residents?” 
 
This same philosophy has been shared by the other members of the original design team, and the 
countless individuals representing associations and State governments with which we have worked 
in partnership in implementing the RAI nationally.  I believe that it is this emphasis on interweaving 
tenets of good clinical practice within a regulatory model, more than any other factor, that has 
contributed to our successful implementation of the RAI nationally, and more importantly, the 
successful use of the RAI by individual nursing homes to provide quality care to their residents. 
 
In introducing version 2.0 of the RAI, it is important to note that we always intended that the RAI 
would be a dynamic tool.  In essence, we recognized that we could not simply publish the MDS and 
RAPs in 1990 and expect that they could serve as a foundation for the delivery of long-term care 
services without ongoing evaluation and refinement over time.  Consequently, with the designation 
of the original version of the RAI, CMS made a commitment to the providers and consumers of 
nursing home services that we would sponsor the continued refinement of the RAI.  While change is 
always difficult, this work is necessary in order for the RAI to incorporate state-of-the-art changes in 
clinical practice and assessment methodologies, as well as accommodate the changing needs of the 
nursing home population. 
 
CMS began an open and very collaborative process to develop version 2.0 of the RAI in early 1993 
by requesting comments on the original version through a notice of proposed rulemaking published 
in the Federal Register. Working in concert with key members of the original RAI development 
team, John N. Morris, Ph.D., and Katharine Murphy, R.N., M.S., at Hebrew Rehabilitation Center 
for Aged in Boston, CMS then began the arduous task of consulting with nursing home staff, State 
agencies, and national organizations representing the industry, consumers, and professional 
disciplines.  We produced a series of draft documents, and continued our refinements based on 
comments from individuals and organizations with years of experience in using the original RAI.  
We made many substantive changes based on the comments of nursing home staff participating in a 
field test of the new MDS, which focused on ensuring the clinical utility and inter-rater reliability of 
new MDS items. We also consulted with a number of states and organizations with experience in 
automating the MDS, in order to make version 2.0 more computer-“friendly.” 
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There were a number of “guiding principles” we used in developing version 2.0 that give insight into 
the programmatic goals and priorities that shaped the new instrument: 
 

• In keeping with the clinical focus used to design the original MDS, we made only those 
additions or changes that nursing home staff viewed as providing useful information for care 
planning.  Our primary rule of thumb in deciding whether to add or change an item was “Is 
this something that clinicians need to know in order to provide care for a nursing home 
resident?”  We also strove to keep this a minimum data set.  As we waded through an 
innumerable number of excellent suggestions for additional items, we would ask ourselves 
whether the item provided vital information or would simply be “nice to know,” and whether 
or not it was something that was necessary to know for all nursing home residents.  This was 
truly a difficult task and will no doubt result in several unhappy individuals whose 
suggestions did not survive such scrutiny.  As such, the MDS version 2.0 remains a symbol 
of compromise--probably less information than we might like to have, but clearly an 
improvement as evidenced by the positive responses of facility staff participating in our field 
test and the positive comments received from states and associations. 

 
• We also recognized the increasing purposes for which MDS data is being used by both 

nursing home staff and states.  Provided that items met the primary test of supplying 
necessary information for clinical staff, we chose to add some items that would also support 
programmatic needs, such as for payment and quality improvement systems.  To the extent 
that such programs could be supported by the clinical information obtained from the MDS, it 
was felt that this would minimize burden on facilities by reducing the need to report 
duplicative sets of information.  Consequently, in response to the increasing number of states 
that have already implemented or expressed an interest in using MDS data for a Medicaid 
case mix reimbursement system, we added those items necessary to calculate Resource 
Utilization Groups III (RUGs-III).  RUGs-III is the payment classification system that was 
developed for the CMS sponsored “Nursing Home Case mix and Quality” Demonstration.  It 
has already been implemented as the basis for Medicaid payment by the four states 
participating in the Demonstration, with plans for six states to move to RUGs-III driven 
payment for Medicare in participating facilities.  Designing version 2.0 to support case mix 
reimbursement systems required the addition of several items from the tool known as the 
MDS+, which has been used in ten states for Medicaid payment.  This was not in opposition 
to our primary rule of “clinical utility,” however, as many of the MDS+ items addressed 
clinical “holes” in the original MDS (e.g., issues related to restorative nursing care, therapies, 
skin care, etc.).  The incorporation of all “payment” items into the core MDS eliminates the 
need for states to implement alternate instruments to support payment systems, unless 
additional items are needed for State-specific payment systems. 

 
• In keeping with the goal of CMS’s Health Standards and Quality Bureau (HSQB) to move 

forward with an MDS-driven quality monitoring and improvement system, we have also 
added those MDS+ items necessary to generate many of the Quality Indicators (QI’s), as 
developed by the University of Wisconsin under the auspices of the aforementioned 
Demonstration.  This required the addition of a few items to the core MDS.  More 
significantly, this programmatic goal underscores the importance of the quarterly review, as 
more information, submitted more frequently, will be required to support our future quality 
monitoring systems.  However, it should also be stressed that no items were added to the 
quarterly review requirement solely to provide QI data.  There was significant agreement 
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within the associations and states with which we consulted that the original quarterly review 
requirement did not provide facilities with all items necessary to adequately monitor 
residents’ status.  In this regard, we also had to compromise and could not accommodate all 
of the good suggestions we received for adding items to the quarterly review requirement. 

 
• You will notice a number of changes in the new MDS, which are highlighted below: 

 
• The sections have been reordered (e.g., ADLs are now found in Section G).  All State RAIs 

will now have one consistent ordering of sections, with any additional State-specific items 
found in Section S.  Sections T and U have been developed for use in states participating in 
the Medicare Nursing Home Case mix and Quality Demonstration, and are not a part of the 
core MDS. 

 
• A number of items and sections have been constructed to facilitate computerization and data 

entry.  There are also new forms designed for this purpose:  Basic Assessment Tracking 
Form, Section AA - Identification Information, which has all key information needed to 
track residents in data systems; and forms for tracking residents on discharge and reentry into 
the facility. 

 
• Several new scales have been added to help clinicians better understand a resident’s status in 

a number of areas.  For example, there are now scales that measure the alterability and 
frequency of behavioral symptoms and the frequency and intensity of pain. 

 
• Several items have been added in response to the changing needs of the nursing home 

population.  For example, the increase in subacute, hospice, and short-term stay populations 
led to the inclusion of items assessing pain, discharge potential, restorative and rehabilitation 
needs, and infections. 

 
Version 2.0 brings an attempt to streamline the RAP triggers.  Analyses of large data sets were 
conducted to improve the predictive power of the triggers. In more simple terms, which triggers 
contributed most significantly to the identification of problems warranting care plans?  Which trigger 
items could be eliminated?  Along with reducing the number of trigger items overall, we also 
eliminated the distinction between automatic and potential triggers. 
 
There have also been a number of changes in the RAI utilization guidelines, which is a regulatory 
term for our instructions on how the instrument must be used.  For example, we created a new 
definition of significant change and modified our guidance on when a significant change 
reassessment is required, decreased the time for retention of RAI records, and changed the 
procedures by which errors may be corrected. 
 
We expect the changes within version 2.0 and our policies regarding its use to be only the beginning 
of our commitment to improving the instrument and facilities’ ability to use it effectively.  Over the 
next few months, we will begin a process to review and revise the existing RAPs, as well as to 
develop new RAPs to address areas of significant clinical importance.  We also expect to conduct an 
ongoing assessment of training needs and to intensify our efforts to produce educational materials 
for both nursing home staff and surveyors.  Over the next few years, we expect to revise all of the 
RAPs, as well as begin work on the next version of the MDS.  We welcome your suggestions on all 
of these areas and invite you to consider volunteering to participate in developing or reviewing 
materials in your own area of clinical expertise. 
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Finally, we thank you for all of your hard work in implementing the RAI and using it to provide 
quality care to nursing home residents throughout the nation. 
 

Sue Nonemaker, R.N., M.S. 
RAI Project Officer 
Health Standards and Quality Bureau 
Centers for Medicare and Medicaid Services 
September 4, 1995 

 



Revised—December 2002 Page i 

TABLE OF CONTENTS 
 

Chapter 1: Resident Assessment Instrument 
 
1.1 Overview of the Resident Assessment Instrument (RAI)...................................................1-1 
1.2 Content of the RAI for Nursing Facilities...........................................................................1-3 
1.3 Additional Uses of the Minimum Data Set.........................................................................1-4 
1.4 Suggestions for the Use of This Manual.............................................................................1-6 
1.5 Clarificiations and Revisions to the Manual.......................................................................1-6 
1.6 Statuatory and Regulatory Basis for the RAI in Nursing Facilities....................................1-7 
1.7 State Designation of the RAI for Nursing Facilities...........................................................1-8 
1.8 Protecting the Privacy of MDS Data ..................................................................................1-9 
 Contractual Agreements................................................................................................1-9 
 Nursing Facility Privacy Act Statement........................................................................1-10 
1.9 Components of the Minimum Data Set (MDS) ..................................................................1-11 
 Minimum Data Set..............................................................................................................1-11
 Quarterly Assessments........................................................................................................1-13 
 Discharge and Reentry Tracking Forms .............................................................................1-13 
 Medicare Assessments ........................................................................................................1-13 
 Resident Assessment Protocols (RAPs)..............................................................................1-13 
 Utilization Guidelines .........................................................................................................1-14 
1.10 Applicability of the RAI to Facility Residents ...................................................................1-14 
1.11 Facility Responsibilities for Completing Assessments.......................................................1-16 
 Newly Certified Nursing Facilities .....................................................................................1-16 
 Change in Ownership..........................................................................................................1-16 
 Transfers of Residents.........................................................................................................1-17 
1.12 Completion of the RAI........................................................................................................1-17 
 Participants in the Assessment Process...............................................................................1-17 
1.13 Sources of Information for Completion of the MDS..........................................................1-19 
 Review of the Resident’s Record..................................................................................1-19 
 Communication with and Observation of the Resident ................................................1-21 
 Communication with Direct Care Staff ........................................................................1-21 
 Communication with Licensed Professionals...............................................................1-22 
 Communication with the Resident’s Physician.............................................................1-22 
 Communication with the Resident’s Family.................................................................1-22 
1.14 CMS Clarification Regarding Documentation Requirements ............................................1-23 
1.15 RAI Completion Time Frames............................................................................................1-24 
 Assessment Completion Time Frames................................................................................1-24 
 RAPs Completion Time Frames .........................................................................................1-24 
 Care Plan Completion Time Frames...................................................................................1-25 
1.16 Attestation Statement of Accuracy .....................................................................................1-25 
1.17 Correcting the MDS............................................................................................................1-26 
1.18 Reproduction and Maintenance of the Assessments...........................................................1-27 
FORMS – MDS, MPAF, Discharge and Reentry Tracking Forms .................................................1-29 



Revised—December 2002 Page ii 

Chapter 2: The Assessment Schedule for the RAI 
 
2.1 Introduction to the OBRA Assessment Schedule for the MDS..........................................2-1 
2.2 Required OBRA Assessments for the MDS .......................................................................2-3 
 Admission Assessments ................................................................................................2-3 
 Annual Reassessments ..................................................................................................2-5 
 Significant Change in Status Assessments....................................................................2-7 
 Guidelines for Determining Significant Change in Resident Status.......................2-8 
 Guidelines for When a Change in Resident Status is Not Significant ....................2-10 
 Guidelines for Determining the Need for an SCSA for Residents with 
 Terminal Conditions.............................................................................................2-11 
 Significant Correction of a Prior Full Assessment........................................................2-13 
 Assessments Upon Readmission/Return.......................................................................2-15 
 Quarterly Assessments ..................................................................................................2-15 
 Significant Correction of a Prior Quarterly Assessment...............................................2-16 
2.3 RAPs and Care Plan Completion........................................................................................2-18 
 Formulation of the Care Plan........................................................................................2-19 
 Care Plan Completion ...................................................................................................2-20 
 RAI Assessment Schedule Summary............................................................................2-22 
2.4 Tracking Documents: Discharge and Reentry for Nursing Facilities .................................2-23 
 Discharge Tracking Form .............................................................................................2-23 
 Discharge-Return Not Anticipated................................................................................2-24 
 Discharge-Return Anticipated.......................................................................................2-24 
 Discharged Prior to the Completion of the Initial Assessment .....................................2-24 
 Reentry..........................................................................................................................2-25 
 Discharge and Reentry Flowchart-MDS.......................................................................2-26 
2.5 The SNF Medicare Prospective Payment System Assessment Schedule...........................2-27 
 Medicare MDS Assessment Schedule Summary for SNFs ..........................................2-29 
2.6 Types of MDS Medicare Assessments for SNFs................................................................2-30 
 Medicare 5-Day Assessment.........................................................................................2-30 
 Medicare 30-Day Assessment.......................................................................................2-30 
 Medicare 60-Day Assessment.......................................................................................2-30 
 Medicare 90-Day Assessment.......................................................................................2-31 
 Medicare Readmission/Return Assessment ..................................................................2-31 
 Other State-Required Assessment.................................................................................2-31 
 Medicare 14-Day Assessment.......................................................................................2-31 
 Other Medicare-Required Assessment (OMRA)..........................................................2-31 
2.7 The Medicare Prospective Payment System Assessment Form (MPAF)...........................2-32 
2.8 Combining the RAI OBRA Schedule with the Medicare Schedule for SNFs....................2-36 
2.9 Factors Impacting the SNF Medicare Assessment Schedule..............................................2-37 
 Resident Expires or Transfers .......................................................................................2-37 
 Resident Discharges to Hospital Prior to the Admission Assessment Completion ......2-37 
 Resident is Admitted to an Acute Care Facility and Returns........................................2-38 
 Resident Leaves the Facility and Returns During the Middle of an ARD Period ........2-38 
 Resident Discharged from Skilled Services and Returns to SNF-Level Services ........2-38 
 Resident in a Part A Stay Begins Therapy ....................................................................2-38 
 Physician Hold Orders ..................................................................................................2-39 
 Combining Assessments ...............................................................................................2-39 
 



Revised—December 2002 Page iii 

 Non-Compliance with the Assessment Schedule..........................................................2-39 
 Early Assessment ..........................................................................................................2-39 
 Default Rate ..................................................................................................................2-40 
 Late or Missed Assessment Criteria..............................................................................2-40 
 Errors on a Medicare Assessment .................................................................................2-40 
 
Chapter 3: Item-by-Item Guide to the MDS 
 
3.1 Overview to the Item-by-Item Guide to MDS....................................................................3-1 
 Using This Chapter .......................................................................................................3-1 
 Standard Format Used in This Chapter.........................................................................3-4 
3.2 Coding Conventions............................................................................................................3-4 
3.3 Section AA. Identification Information for MDS...............................................................3-6 
 SECTION AB.  DEMOGRAPHIC INFORMATION ..................................................3-12 
 SECTION AC.  CUSTOMARY ROUTINE.................................................................3-22 
 SECTION AD.  FACE SHEET SIGNATURES ...........................................................3-27 
 SECTION A.  MDS IDENTIFICATION AND BACKGROUND INFORMATION...3-28 
3.4 Clinical Items for the MDS.................................................................................................3-41 
 SECTION B. COGNITIVE PATTERNS.................................................................3-41 
 SECTION C. COMMUNICATION/HEARING PATTERNS ................................3-51 
 SECTION D. VISION PATTERNS.........................................................................3-58 
 SECTION E. MOOD AND BEHAVIOR PATTERNS...........................................3-60 
 SECTION F. PSYCHOSOCIAL WELL-BEING....................................................3-71 
 SECTION G. PHYSICAL FUNCTIONING AND 
 STRUCTURAL PROBLEMS ........................................................3-76 

SECTION H. CONTINENCE IN LAST 14 DAYS.................................................3-119 
 SECTION I. DISEASE DIAGNOSES ...................................................................3-127 
 SECTION J. HEALTH CONDITIONS ..................................................................3-138 
 SECTION K. ORAL/NUTRITIONAL STATUS ....................................................3-149 
 SECTION L. ORAL/DENTAL STATUS ...............................................................3-158 
 SECTION M. SKIN CONDITION...........................................................................3-159 
 SECTION N. ACTIVITY PURSUIT PATTERNS..................................................3-169 
 SECTION O. MEDICATIONS................................................................................3-176 
 SECTION P. SPECIAL TREATMENTS AND PROCEDURES ...........................3-182 
 SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS ................3-207 
 SECTION R. ASSESSMENT INFORMATION.....................................................3-210 
 SECTION S. STATE-DEFINED SECTION...........................................................3-214 
 SECTION T. THERAPY SUPPLEMENT FOR MEDICARE PPS........................3-214 
 SECTION U. MEDICATIONS................................................................................3-223 
 SECTION V. RESIDENT ASSESSMENT PROTOCOL SUMMARY..................3-237 
 SECTION W. SUPPLEMENTAL ITEMS…………………………………………3-240 
 
Chapter 4: Procedures for Completing the Resident Assessment Protocols 
 (RAPs) and Linking the Assessment to the Care Plan 
 
4.1 What are the Resident Assessment Protocols (RAPs)? ......................................................4-1 
4.2 How are the RAPs Organized? ...........................................................................................4-3 
 
Revised August 2005 
4.3 What does the RAP Process Involve?.................................................................................4-4 



Revised—December 2002 Page iv 

4.4 Identifying Need for Further Resident Assessment by 
 Triggering RAP Conditions (RAP Process - Step 1) .......................................................4-6 
4.5 Assessment of the Resident Whose Condition Triggered RAPs 
 (RAP Process - Step 2) ....................................................................................................4-9 
4.6 Decision-Making and Documentation of the RAP Findings 
 (RAP Process - Steps 3 and 4) .........................................................................................4-10 
 Examples of Resident Assessment Documentation Using RAP 
 Guidelines as a Framework..............................................................................................4-11 
4.7 Development or Revision of the Care Plan.........................................................................4-16 
4.8 RAP Clarifications ..............................................................................................................4-16 
4.9 When is the Resident Assessment Instrument Not Enough? ..............................................4-18 
4.10 Case Example - MDS, RAP and Care Planning .................................................................4-18 
 1. The Assessment Process .............................................................................................4-19 
 2. Drawing Information Together ...................................................................................4-23 
 3. Further Assessment Using RAP Guidelines ...............................................................4-23 
 4. Care Plan Specification ..............................................................................................4-24 
4.11 Overview of the RAI and Care Planning ............................................................................4-26 
4.12 The Care Planning Process .................................................................................................4-29 
 

Chapter 5: Submission and Correction of the MDS Assessment 
 
5.1 Transmitting MDS Data......................................................................................................5-1 
5.2 Timeliness Criteria..............................................................................................................5-2 
 Submission Timeframe for MDS Records....................................................................5-3 
5.3 Validation Edits ..................................................................................................................5-4 
5.4 Additional Medicare Submission Requirements that Impact Billing 
 Under the SNF-PPS .........................................................................................................5-5 
 RUG-III Codes..............................................................................................................5-5 
 HIPPS Code ..................................................................................................................5-5 
5.5 Correcting Errors in MDS Records That Have Not Yet Been Accepted 
 Into the State MDS Database...........................................................................................5-5 
 Errors Identified During the Encoding Period ..............................................................5.6 
 Errors Identified After the Encoding Period .................................................................5.6 
5.6 Correcting Errors in MDS Records That Have Been Accepted Into the 
 State MDS Database ........................................................................................................5-7 
 Modification Requests ..................................................................................................5-8 
 Inactivation Requests ....................................................................................................5-9 
5.7 Inactivation of Submitted Records Lacking State or Federal Authority.............................5-9 
 Correction Policy Flowchart .........................................................................................5-10 
 Example MDS SUB_REQ Correction Request Worksheet ..........................................5-11 
FORM – MDS Correction Form.....................................................................................................5-12 



Revised—November 2005, December 2002 Page v 

Chapter 6: Medicare Skilled Nursing Facility Prospective Payment System 
 (SNF PPS) 
 
6.1 Background.........................................................................................................................6-1 
6.2 Utilizing the MDS in the Medicare Prospective Payment System .....................................6-1 
6.3 Resource Utilization Groups Version III (RUG-III)...........................................................6-2 
 RUG-III Classification Groups .....................................................................................6-3 
6.4 Relationship Between the Assessment and the Claim ........................................................6-4 
 Assessment Reference Date (ARD)..............................................................................6-4 
 The RUG-III Group ......................................................................................................6-4 
 Health Insurance PPS (HIPPS) Codes ..........................................................................6-4 
 SNF HIPPS Modifiers/Assessment Type Indicators ....................................................6-5 
6.5 SNF PPS Eligibility Criteria for SNFs................................................................................6-7 
 Technical Eligibility Requirements ..............................................................................6-7 
 Clinical Eligibility Requirements .................................................................................6-7 
 Physician Certification..................................................................................................6-7 
6.6 RUG-III 53 Group Model Calculation Worksheet for SNFs..............................................6-8 
 

Appendices 
 
Appendix A Glossary and Common Acronyms .......................................................................A-1 
Appendix B State Agency Contacts Responsible for Answering RAI Questions ...................B-1 
 State Agency Contacts .........................................................................................B-2 
 Regional Office Contacts.....................................................................................B-5 
Appendix C Resident Assessment Protocols............................................................................C-1 
Appendix D Interviewing Techniques......................................................................................D-1 
Appendix E Commonly Prescribed Medications by Category by Brand ................................E-1 
Appendix F Cognitive Performance Scale (CPS) Scoring Rules ............................................F-1 
Appendix G Statutory and Regulatory Requirements for Long-Term Care Facilities – 
 Resident Assessment and Care Planning, and Surveyor Tasks ........................G-1 
Appendix H Website Information ............................................................................................H-1 
Appendix I MDS 2.0 Item Matrix...........................................................................................I-1 
 

Index 


	PREFACE
	Chapter 6: Medicare Skilled Nursing Facility Prospective Payment System 
	Index 

